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different options with claims that all work. If it is difﬁcult for us
as Doctors, how much more difﬁcult must it be for patients. In
the past, having been surgically trained, I would often advise an
operation though always stating there were other possible alterna-
tives. An easy example would be the treatment of a Basal Cell Car-
cinoma where the outcomes for surgery and radiotherapy are
comparable, but surgery is a single episode. Now with the advent
of Multi Discipline Teams (MDTs) for most malignant conditions,
one sometimes ﬁnds that surgery is not necessarily the best ﬁrst
option. However, to be a useful team member, one needs to under-
stand the other modalities of treatment and that is why I strongly
believe Common Stem Training (CST) is a must for the future.
How much better if we all studied a common stem, such as Onco-
logical Science, Neurological Science, Nephro-Urology, Cardiac Sci-
ence, etc. I think I will return to this theme in my next Editorial.
In malignancy think how difﬁcult it can be to recommend treat-
ment for prostate cancer, liver cancer, breast cancer and so many
more. Taking prostate cancer obviously age, co-morbidity, the Glee-
son score etc. all have to be taken into account but let us assume a
ﬁt 70 year old man found to have a raised PSA and on biopsy a Glee-
son score of ¾. What are the options? A wait and see policy, HIFU,
MRI guided ablation, radical prostatectomy, radiotherapy, brachy-
therapy or hormone treatment. The same may go for breast cancer
in a ﬁt post menopausal woman. Hormone therapy, Wide Local
Excision ± radiotherapy, mastectomy, Radiotherapy alone; and
then what to do about the axilla? Sentinel Lymph Node Biopsy,
sampling, clearance. Then add in the reconstructive surgery and
when to perform it.
It is not just with malignant conditions one is faced with many
options. The treatment of Barrett's oesophagus þ GORD could be
medical with PPIs, surveillance, radiofrequency, endoscopic sutur-
ing, endoscopic mucosal resection or an anti-reﬂux procedure.
MDTs are very useful but I ﬁnd review articles by a recognized
leader in the ﬁeld and Best Evidence Topics (BETs) to be even
more enlightening. Our Journal leads the way in providing these
for you, the International surgical world. So if you are an expert
in a surgical related subject why not produce a comprehensive re-
view article; wewill be delighted to help you with it. We are asking
all our sub-editors to lead the way with such reviews in 2015.
This edition contains great review articles. Let me start with the
American review on Burn Management in Low and Middle Income
Countries. The authors reviewed 458 hospitals in 14 different coun-
tries using 7 criteria to assess burn management. These included
the presence of a surgeon, the presence of an anaesthetist, basic
resuscitation facilities-present only in 52%, acute burn manage-
ment-present in 85%, management of burn complications-only pre-
sent in 38%, ability to perform endo-tracheal intubation-present inhttp://dx.doi.org/10.1016/j.ijsu.2014.09.006
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As burns account for 1.3 per 100,000 in these countries compared
to 0.4 per 100,000 in High Income Countries and as burns are in
the top 15 leading causes of burden of disease globally, this review
is important. Long distances and poor transport are the main obsta-
cles for referring patients for advanced burn management. Another
review is a European initiative looking at the Evidence Based Rec-
ommendations for the use of negative pressure inwound treatment
in the open abdomen. It is compared to the Bogota bag and Whit-
man patch. Systematic searches revealed that after negative pres-
sure wound therapy with the kits 72% achieved fascial closure
which rose to 80% with the addition of a dynamic fascial closure
technique compared to 68% with the Whitman patch and 58%
with home made vacuum packs. What was not addressed was
the cost of the kits compared to home-made ones. The third review
is a UK study on paediatric extravasation injuries. Leakage from
intra-venous lines is much more prevalent in the paediatric popu-
lation, especially in neonates. They suggest all such injuries are
referred to the on call plastic surgical team immediately. Treatment
includes early wash outs. These injuries should be followed with
serial photographs. The commonest complicationwas calcinosis af-
ter the extravasation of calcium gluconate.
Let me turn next to the three laparoscopic papers. Elevated BMI
increases operating time for laparoscopic robot assisted radical
prostatectomy but is safe with similar outcomes to the non-
obese. There is another American paper comparing Laparoscopic
with Robotic-assisted cholecystectomy. There were 3 conversions
in the laparoscopic group compared to 2 in the robotic group and
3 major complications in each group. These ﬁgures seem higher
than most centres (<0.5% major complications) and also, once
again, there is no mention of the added costs. The third paper
from Egypt on a new method for measuring mesh size for laparo-
scopic inguinal hernia repair I found wanting. The English is poor,
the numbers small, and there is no mention of the ﬁnal actual sizes
of the meshes used. The authors mention the usual mesh used is
15  7.5 cm, but I have never used less than 10.5 in the vertical
plane though have used less in the horizontal plane.
From Italy we include two articles. One on Biliary Strictures after
Liver Transplantation; the role of interleukin 28B genotypes in
cyclosporine treated patients. They found that the use of cyclo-
sporine appears to contribute to the probability of biliary complica-
tions which in Hepatitis B and C patients reduces survival. The
other Italian contribution studied the Management of Endometrial
carcinoma by questionnaire in Italian hospitals. 283 were
approached but only 35% responded so it cannot be claimed to be
a national survey. However, the authors concluded that there had
been deﬁnite improvement in the clinical care for this condition.
Editorial / International Journal of Surgery 12 (2014) 1134e1135 1135over the past decade in Italy. They also point out that centralization
of treatment would not be feasible but do not explain why.
Upper GI papers also feature with two from the Middle East and
one from Germany. The last one addresses the impact of responsive
evaluation for resectable oesophageal adenocarcinoma. They point
out that the standard treatment for locally advanced adenocarci-
noma of the o/g junction is neo-adjuvant chemotherapy followed
by tumour resection. In their retrospective cohort study outcomes
are best predicted utilizing pathological tumourstage and histolog-
ical tumour regression. Clinical response is not useful to predict
outcome or overall survival. On the same subject of gastric adeno-
carcinoma there is an article from Iran on the use of neo-adjuvant
chemotherapy on resectability. The numbers in their study are too
small to give a deﬁnite answer. From Qatar is a report of 48 patients
with GISTs over a 17 year period. As expected more than half were
situated in the stomach. High risk tumours were more evident in
younger patients and more common in the Arab population
compared to Asians.
It is surprising to include only two colorectal papers. The ﬁrst I
shall mention from Pakistan looks at the impact of acellular
mucin pools in patients with complete pathological response to
neo-adjuvant treatment in rectal cancer. They show these pools
do not impact on survival. The second paper from the UK ad-
dresses the pathophysiology, clinical presentation and manage-
ment of diversion colitis. This is a review article which I should
have included when I discussed our review articles. It would
appear to be an under-rated problem according to the 35 articles
they studied. Short chain fatty acid enemas may help, but the
ideal treatment for a defunctioned segment of colon is restoration
of continuity. Surgery for bronchiectasis is not something of
which I was aware. This disease seems to be decreasing in inci-
dence in the developed world but not in developing countries.
From China we learn that sputum volumes <30 ml, negative
proof of gram negative bacteria and bronchial stump coverage us-
ing intercostal muscles or patched pleura embedding are key fac-
tors for successful outcomes. Skin sparing/skin reducing
mastectomy was studied by our Lebanese colleagues in 28 pa-
tients requiring mastectomy and immediate alloplastic breast
reconstruction. They postulate that circumvertical mastectomy
with dermal barrier buttress ﬂap is a safe option.
From Portugal we learn that collagen implants with gentamicin
sulphate reduces surgical site infection in vascular surgery. 60patients with lower limb ischaemia requiring PTFE grafting were
randomized into PTFE and PTFE impregnated with gentamicin sul-
phate groups. There are no infections in the latter group compared
to 6 in the control group. Also hospital staywas shortened from 8 to
5 days. This is a small pilot study and there is need of a larger trial. I
found the article from Ireland on “remote ischaemic pre-
conditioning as a method of cardio-protection; concept, applica-
tions and future directions” fascinating. They point out that there
are 234,000,000 surgical procedures annually world wide for coro-
nary artery disease. Therefore it is crucial to reduce peri-operative
risks. There is a deﬁnite need to reduce the effects of myocardial
ischaemic reperfusion injuries. The authors comprehensively re-
view themedical literature from 1986 t o this year and their sugges-
tions are summarized in an excellent diagram.
As I take part in surgical charitymissions I was interested to read
the paper on American short term missions to the Dominican Re-
public in 2010 and 1012. The cost estimated by cost of disability
adjusted life years is very low. It was interesting to read the same
procedures performed in the USAwould have cost four or ﬁve times
as much in the two years so their missions were very cost effective.
One has to ask why the costs are so prohibitive in America. The
article I found the most interesting is titled “The Prevalence of
Cognitive Impairment in Emergency General Surgery” from Wales.
In a representative UKwide population, a high proportion admitted
with an acute general surgical problem had cognitive impairment
when assessed using the Montreal Cognitive Assessment tool. Of
245 patients studied, 201 completed the form. 18% were unable
to attempt or complete the form. The majority of these were
more elderly. It made me think more about “informed consent”.
There is a great need for further studies on this and related subjects.
It is hard to believe we are fast approaching the end of another
year. Theworld seems just as unsettled as it was at the beginning of
the year; perhaps more so. The one thing that has improved beyond
recognition is our Journal which not only ﬂourishes but becomes
better with every edition thanks to all our contributors, hard work-
ing reviewers and editors and the even harder working team at
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